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COMMUNITY AND MINORITY GROUP RELATIONS**
Community and minority group relations is currently one of the central
issues in Health Services Organization. Dick Weinerman came to grips
with aspects of this problem area throughout his career. He advocated a
significant role for unionized plantation workers in the administration of a
proposed health services plan for Hawaii in 1952. (25)t In 1960, he dis-
cussed and strongly encouraged Labor's interest in both occupational health
and medical care. (36) He was frequently concerned with patients' percep-
tions of their attitudes towards group practice.' In one of his last works, a
position paper for the Committee for National Health Insurance, Dick spoke
of the importance of involving consumers in quality control.!
One of the most important current topics in this area is that of community
control of health facilities. Dick did not publish any of his views of this issue.
He did leave behind a completed grant proposal to study it, but expressed
no position besides his usual scientific one of attempting an objective analysis
and evaluation.! Because of its currency and urgency, it seems to me most
appropriate to discuss the community control problem tonight, even in the
absence of a clear statement from Dick on it.
Dick did leave for us a number of very concise descriptions of the theoreti-
cal approach that he used in dealing with any medico-social problem. In this
paper I will attempt an analysis of the community control issue using meth-
ods that I learned from Dick. However, I am not attempting to put words
in his mouth or to say, "This is what Dick would have said." The method
may be Weinerman's, adapted by me, but the opinions expressed are pure
Jonas.
In 1964, Dick wrote: "No understanding of health, its disorders and its
protection is possible in a social vacuum . . . An examination of current
developments in medical care . . . must, therefore, consider the major social
and scientific trends which provide the decisive context." (44) And in 1965
he said: "Social change and scientific advance determine the course of hu-
man endeavor in every country and in every era." (53) Therefore, the issue
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of community control will be examined in terms of its meaning for medical
care and its meaning in the broader social context within which the struggles
for it are undertaken.
Community control of health service facilities has been defined by one of
its leading advocates, Robb Burlage of New York's Health Policy Advisory
Center, as the allocation of all "important planning, policy and operational
responsibilities to broadly representative neighborhood health boards with
locally responsible neighborhood health administrators."' Goldberg, et al.
in a paper entitled, "Issues in the Development of Neighborhood Health
Centers," define control as "shaping policy, hiring staff, and overseeing day-
to-day operation of the center," and "the ability to sign the checks."' The
several groups involved in the community control struggles at Lincoln Hos-
pital in New York City define it as the power to hire and fire all staff, includ-
ing professionals, and as they say, "run" all of the Departments including
the clinical ones.6
Supporters of community control view it as the method by which health
service institutions will become "responsive to the needs of their communi-
ties," and will become first-class. They view both of these eventualities as
being possible within the context of the present socio-economic system in the
United States. In my view, what the theory says in essence is that if you
change the people running the institutions from those chosen by some exter-
nal agency to those chosen by a community board and if you give that same
board the authority to determine spending priorities with a fixed budget,
then there will be significant improvements in the care provided by that
institution. The theory further postulates that community control of a series
of health institutions will bring about changes in the whole health care
system.
Dick Weinerman taught several principles that are useful in analyzing
this position. One was that the building blocks of a health services institution
are its capital structure, its expense budget, and the quantity and type of its
staff. Another was that the building blocks of a health services system are its
organization, its financing and its patterns of practice. Finally, he taught
that control of the building blocks was what conveyed control of the institu-
tion orthe system.'
In our society, control of the three basic building blocks of a health services
institution, its capital budget, its expense budget and its supply of staff, does
not lie within its administrators. Control of the building blocks lies with the
state, that is, the President and the Congress, the Governors and the State
Legislatures, the Mayors and the City Councils and the people with
whom they have the most contact and to whom they appear to be most
responsive, industrial leaders, bankers, heads of major universities and foun-
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dations, and the like. These are the people and agencies who determine
how much money will be spent, how many people will be trained, how they
will be trained. They determine national priorities and national attitudes.
They control the building blocks and thus really control the health services
institutions, no matter who does what to whom on a local, day-to-day level.
Let me put it another way. Suppose that a health services institution is
considered to be adung heap, because it has an inadequate plant, not enough
expense budget money, a staff that is insufficient in number and inappropri-
ately trained. By simply removing its administrators and replacing them
with a community board and its designees, all that the community board
will have "control" of is a dung heap, no matter what the personalities and
attitudes are of the people whom they may appoint to administrative po-
sitions.
Turning to the question of the health services system, one must conclude
that the take-over of a series of health services institutions by community
boards cannot lead to basic changes because once again, control of its basic
building blocks, the organization, financing and patterns of practice, are
generally set by physicians and control of a series of government operated
health services institutions would leave private practice largely untouched.
The organization and financing systems are under the joint control of the
government and private sectors, and again, the mode of day-to-day operation
of government health facilities has little influence on either overall organiza-
tion ofhealth services orthe pattern offinancing.
Thus, in my view, "community control" as defined by its advocates, is an
illusion, both in terms of individual institutions and in terms of the health
services system. Real control, that is, control of the building blocks, will,
under our present socioeconomic system, continue to lie not in the hands of
the day-to-dayadministrators of health services institutions, but in the hands
ofothers.
The issue of the struggle for community control rather than community
control itself can be examined, as Dick liked to do, in the context of the
broad struggles for major social change that are now under way in our coun-
try. Are struggles for community control useful? Let us assume for the
moment that in order to remove from our society such negative elements as
the drive to Vietnam-type wars, racism, alienation, environmental pollution
and production for purposes other than use, that major social change will be
necessary. Let us assume further that in order to achieve this major social
change, the control over the ordering of national priorities and the distribu-
tion of national resources will have to be removed from the hands of those
who have it now and put into other hands. Let us assume finally that to
accomplish this transfer of power will require struggle. If those assumptions
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are correct, it seems to me that the struggle for community control is diver-
sionary and actually retrogressive.
In such struggles, community people end up fighting administrators, who,
as we have seen, are essentially powerless. In such struggles, community
people are in fact lead away from struggles with those people and institutions
who really have power in our society to struggles over personalities and dung
heaps. When a community group wins, they are lead to believe that they
have really won something, when in fact, they have won little. When they
lose, energies have been wastefully dissipated, and perhaps more importantly,
adversaries have been incorrectly identified. Thus, people become disil-
lusioned and wastefully worn out.
At this point let me make it quite clear that I see as many faults in our
health services system as do the advocates of community control, if not
more. That American health care is in deep crisis and in need of major
changes is agreed to by authorities as disparate as Fortune magazine, in
its January 1970 issue, and the Medical Committee for Human Rights in its
new journal, the body politic.8 Many other sources in between attest to this
fact.9 It is really impossible not to agree on the facts. The differences come
in solutions. In my view, the short-term struggles, waged by alliances of
patients and professional and non-professional health workers should be for
better hospitals, better staffing, better financing and the like, and should
be against the controllers of the building blocks. The long-term struggles
should be for major social change, as I stated above.
I do think that it is a very good idea for community to become involved in
what is usually called the "participatory" way in the problems of health
services institutions. When the interaction between community and institu-
tions is carried on in an atmosphere of mutual cooperation and understand-
ing, certain improvements in medical care can result. Such involvement can
provide community people with an excellent understanding of where the
power really does lie, and can provide institution staff the opportunity to
work with and become friendly with the people with whom they will have
to ally if productive struggles are to be waged.
To use a baseball analogy, the community controllers would simply change
the teams' managers. What I am talking about, in terms of long-range solu-
tions is to change the rules of the game. In terms of short-range, interim
measures, the community controllers would have the fans (the patients),
join with some of the players (hospital workers) to fight against the man-
ager and throw him out. I would advocate an alliance between the fans, all
of the players (professional and non-professional health workers alike),
and the sympathetic managers (there are plenty of them), to fight against
the club owners (the state, small "s"), for new ballparks, better bats, balls
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and gloves, fewer night games, higher pay for the players, free admission for
the fans and moreand better-trainedplayers.
If we do that, or something like it, I think that we can make it a whole
new ballgame. I believe that Dick Weinerman, fine athlete that he was,
would have likedthat.
NOTE: Portions of this paper have appeared in: "A Theoretical Approach to the Ques-
tion of 'Community Control' of Health Services Facilities," by Dr. Jonas, Ameri-
can Journal of Public Health, 61, 916-921, 1971.
ACKNOWLEDGMENT
I would like to thank Victor W. Sidel, M.D., Professor of Community Health at the
Albert Einstein College of Medicine, for the valuable help he gave me in the prepara-
tion of this paper.
REFERENCES
1. See Ref. 48 on Dr. Weinerman's List of Publications.
2. See, earlier in this volume, "Organization and Quality of Service in a National
Health Program."
3. Schreiber, C. T.: "Proposed Study of Consumer Participation." February 4, 1970.
Mimeo.
4. Burlage, R. K.: "Consumer Forces Will Liberate Health System." Modern Hos-
pital, Dec. 1968, p. 81.
5. Goldberg, C. A., et al.: "Issues in the Development of Neighborhood Centers."
Inquiry. 6, 37, 1969.
6. Leaflet distributed by the Think Lincoln Committee, the H.R.U.M. and the Young
Lords Party, dated August 25, 1970. Reproduced in a Show Cause Order pre-
sented before the Hon. Arnold Guy Fraiman, by the Lincoln Hospital-New
York City Health and Hospitals Corporation against Pablo (Yoruba) Guzman,
et al., August 26, 1970.
7. "It's Time to Operate." Fortune. January 1970, p. 79 ff. Also published as a book.
Perennial Library, p. 190. Harper and Row, New York, 1970.
8. the body politic. Medical Committee for Human Rights. July/August 1970.
9. Battistella, R. M. and Southby, R. McK. F.: "Crisis in American Medicine." The
Lancet. March 16, 1968, p. 581.
10. "Rx. for Action." Report of the Health Task Force of the Urban Coalition, 1819-
H Street, N.W., Washington, D.C. 20006. 1969.
11. "Health Crisis in America." A Report by the American Public Health Associa-
tion, New York, N.Y., 1970.
12. "The $60-billion Crisis over Medical Care." Business Week. January 17, 1970.
13. "A National Health System." The Physicians Forum, Inc. New York, N.Y., 1970.
14. Silver, G. A.: "Insurance is not Enough." The Nation, June 8, 1970, p. 680.
15. Holland, W. W.: "Experiences of Medcial Care in the United States." The Lancet,
July 25, 1970, p. 202.
176